This Symposium on Infection Control in Anaesthesia is timely. It is a topic which has received remarkably little coverage in the anaesthetic literature, yet one which has gnawed at the minds of anaesthetists since at least 1873 as Bowring tells in his historical paper in this issue. Despite this long period of weighing up dangers and their solutions, there are still remarkably few certainties to fall back on in framing policies on infection control.
Two outbreaks of infection in Sydney in the recent past, HIV contracted by five patients who underwent minor surgery under local anaesthesia in a surgeon's rooms and five cases of hepatitis C occurring among six consecutive patients who had undergone orthopaedic procedures under general anaesthesia, have stimulated a reappraisal of infection control measures in anaesthesia and surgery. Aspects of the investigation into the HIV cases remain contradictory; the finding of the Medical Tribunal contradicted some evidence which was not disputed. Published details of the investigation of the hepatitis C cases to the time of writing remain incomplete. No details of measures taken to exclude routes of inoculation other than via the anaesthetic circuit have been published. These aspects are discussed in more detail by Jones in his paper on the pros and cons of screening for HIV.
In response to these events, the New South Wales Anaesthetic Continuing Education Committee held a meeting on the topic in November 1994 attended by some 300 anaesthetists. Presentations were given by most of the authors of the papers in the Symposium "Infection Control in Anaesthesia", in this issue of Anaesthesia and Intensive Care.
Throughout Australia the response of Health Departments, Medical Colleges, professional societies, the Standards Association, and various government funded bodies, e.g. the National Health and Medical Research Foundation and the National Council on AIDS, has been to publish policies and guidelines on the subject. Inevitably, given the scarcity of hard data on which to base pronouncements, not all are in agreement. Knoblanche takes us through some of those closest to anaesthetic practice, highlighting differences and indeed contradictions betweem them. It seems impossible to frame policies on this topic which, if followed to the letter, will abolish all risk infection being conveyed by factors under the control of the anaesthetist. Ultimately the specialty has to equivocate and draw the line at an acceptable standard of practice. It is unnecessary to mould anaesthetists' practices to protect patients from risks which are miniscule or even only theoretical. In the pages which follow, Hogarth examines aspects of anaesthetic circuits and bacterial/viral filters, Komesaroff puts the case for disposable and autoclavable circuits and Tomkins and van der Walt discuss needles and sharps-free anaesthesia.
The HIV/AIDS epidemic has had a big impact on the present generation of doctors who, because of the efficacy of antibiotics and immunization, have been fortunate to practise in an era when the risk of contracting a serious infectious disease at work has been remote. In time this might prove to have been a unique interlude in the history of infectious diseases. Suddenly infectious risks appear to be increasing, particularly with the re-emergence of tuberculosis, the identification of hepatitis C which poses its own dangers, and the ever-present possibility of an as yet unrecognized pathogen emerging as a danger to anaesthetists and their patients, as discussed in the Symposium by Breslin, Liddle and Dwyer respectively.
It is our hope that the material in this Symposium will prove to be informative and helpful to anaesthetists practising amidst the renewed awareness of infectious disease.
